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The Tacility must promote care for residents ina
manner and in an environment that maintains or
enhances sach resident's dignily and respect in
full recognition of his or her individuality.

This REQUIREMENT is not met as evidenced by

Based on clinical record raview, interview, and
observation it was determined that the facility
failed to provide care I & manner that enhanced
resident dignity for one (R35) out of 25 sampled
residents. Findings include:

In March 2011, R356 was diagnosed with a Staph
infection in her eyes then. Then on 5/23f11, R35
was diagnosed with MRSA (Methicillin-Resistant
Staphylococcus Aureus) of both ayes.

Review of R35's nurses nofe revealed “Infection
in both eyes 3/31/11. Ok to eatin room uniil eys
issue of staph is resolved.”

Review of R35's physician orders revealed on &/
2311 % physician wrote an order for "Contact

Fi

STATEMENT OF REFICIENGIES (%1} PROVIDER/SUFPLIERIGLIA (X2} MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; GOMPLETED
' A. BUILDING
B. WING
085009 - 080172011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, $TATE, ZIF CODE
DIST MANOR HOUSE 1001 MIDDLEFORD ROAD
METHODIS , SEAFORD, DE 19973
(Xay 1D SUMMARY STATEMENT OF GEFICIENCIES D FROVIDER'S PLAN OF CORRECTION xs)
FREFIX (EAGH DEFICIENCY MUST EE FRECEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY DR LSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE BEFICIENCY) PATE
F 000 | INITIAL COMMENTS F 000
Disclaimer Statement
An annual survey was conducted at the facility ) ; .
from July 25, 2011 through August 1, 2011. ‘The Preparation and/or exeoution of the Flan
deficiencies contained in this survey report are of Correction does not constitute
hased on cbservations, interviews! review of admission or agreement of the provider of
resjg!ents' clinical rg-corcls,' ar‘rd review of other the truth of the facts alleged ot
facility documentation as indicatad. The census lusi forth | £
on the first day of the survey was fifty (50) and the conelusions set forth in the Staterent o
Stage |l sample included twenty-five (25) ' Deficiencies. The Plan of Correction of
residents. T oF prepared and/or executed solely because iy
F 2411 483.15(a) DIGNITY AND REGPE | is required by the provision of federal and
s6=E | INDIVIDUALITY 18 required By The provision ralan

state law,

This Plan represents the facility’s credible
allegation of compliance as of 9/3/2011

F 241

1. Infection Control RN interviewed
and wmade aware of deficient
practice and comect order for
Contact Precantions was obtained
Dietary restrictions were removed
and  staff education  began
immediately.

2. All nurses will have Mandatory
Education on the facility Infection
Control Policies and Procedureg
and staff will demonsirate
working  lmowledge ang
understanding of subject by post m—:
service test. Resident Rights will

LABORATCORY nngf}d-s DR PROVIDER/S)
Y

T M i b

_Any deficiency statement ending with an asterlsk (%) denates a deficiency which the institution may be excused from correcting providing it is determined that

R R[?ESENTATNES s
(

4

7/26/2011

8/26/2011

%A}o //

other safequards provids sufficiant protection to the patients. (See instructions.) Excapt for nursing homes, the findlngs stated abave are diselpgable 50 days
following the data of survey whether or not a plan of conrection |s provided  For nursing homes. the above findings and plans of comection are disclosable 14
days fallowing the date theze documents are made avallable to the facilty. If deficiencies are citad, an approved plan of correction is requisite to continued

program participation,
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|’Review of the facility's "Communication-Nursing

~|'revealed on 5/23/11 staff sent a message to-
'dining service stating’ "Isolation Tray-All-.

. about a lunch tray for R35, E9 stated that R35
: received all her meals on disposable plastic or

| MRSA of her eyes. E®@ continued to state that R

‘her room.

. Upon interview, E10 stated that R35 was fed in

|- On 81711 at 10:15 AM interview with R35.

*| dining room if she wanted to.

Isolation." Review of the July 2011 physician
order sheet for R35 revealed a physician order
that stated "...bilateral eye infection contact
precautions only."

to Dietary Manager and/or Dietitian” form for R35 |

disposables until further notice.”

On 7/28/11 at approximately 1 PM E9 (Certified
Nursing Assistant/CNA} was observed coilecting
lunch trays from residents’ rooms. When asked

paper products in her room because she had

35's meal trays are disposed of in the trash can in

At approximately 9AM on 7/29/11 E10 (CNA) was
observed feeding R35 in her room wearing gloves

her room, using plastic utensils and disposable
plates and cups because she was on contact
isolation for MRSA in her eyes even though she
was fed by the staff.

revealed she was banned from the dining room
and told she had to eat in her room due to the
infection in her eyes. ‘R35 stated she will be glad
when the ban was over and she could go to the

On 8/1/11 at 10:25 AM interview with E3 (RN/
Infection control} confirmed that R35 was made

- also be reviewed during in-service
with the focus on Dignity of the
Resident.

3. Any new cases requiring isolation
- will be audited by Infection
" Control RN on admission to
ensure - compli:ance with - our
policy and procedures. All staff,
including  Certified  Nursing
Assistants will complete annual
Silver Chair education on
Resident Rights and Infection
Control. Monthly audit of current
residents on isolation will be
- completed by Infection Control
RN to  ensure  ongoing
~ compliance.- :
4. Finding will be reported monthly at
QI  meetings followed Dby
Quarterly meetings for one year.

8/26/2011

9/3/2011
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to eat in her room on disposable products, and :
banned from the dining room due fo the infections
in her eyes. E3 continued to state that R35
should not have been eating on disposable
-products and should not have been banned from
‘the dining room. The staff needed {o wear gloves
when in contact with drainage from R35's eyes.
E3 continued to state that R35 was on contact
isolation and everyone should use universal
precautions. E3 also stated that the Infection .
control program was turned over to her 2 weeks
ago; however, she will take care of the prohlems
-and initiate education to the staff.
F 279 483.20(d), 483.20(k}(1) DEVELOP F 279
ss=f | COMPREHENSIVE CARE PLANS
+ F279
A facility must use the results of the assessment . . )
o develop, review and revise the resident's 1. MDS Coordinator is responsible fo
comprehensive plan of care. the ensuring that all care plans ar
TH facility must devel hensive care being updated and individualize
e facility must develop a comprehensive care : .
| plan for each resident that includes measurable - for f‘u residents. R16,: R0, and 8/12/201
| objectives and timetables to meet a resident's R35’s care plans have bee
medical, nursing, and mental and psychosocial updated. RS0 was discharged prio
ggggzst:'litn?re identified in the comprehensive to updating care plan.
' 2. A review of all residents with
The care plan must describe the services that are confractures, splints, psychoactiv ;
to be furnished to attain or maintain the resident's : medications and impaired skin
highest practicable physical, mental, and j . . .
.psychosocial well-being as required under §483. integrity will be completed l?y 9/2/2011
25; and any services that would otherwise be September 2, 2011. All nurses will
required under §483.25 but are not provided due ‘attend - an Individualizing . Care
?o the_resident"s exercise of rig_hts under §483.10, Plans in-service by September 2,
including the right to refuse treatment under §483. : _
10(0)(4). 2011. . o
3. MDS Coordinator will review all g /2/2011

care plans during individual
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ThIS REQUIREMENT is not met as. ewdenced by quarterly Care Con_fere_nce'meetmgs to
ensure that all.of the individual’s
Based on record review and interview it was D e . - e ol
| determined that for four (R16, R71, R50, and R35 | needs are addressed in their care plan.
) sout of 25 sampled residents the facility failed to - MDS Coordinator will do weekly |.
develop a care plan for an identified need. audits for 3 months and quarterly
Findings include: thereafter for one year to ensure
1. Cross refer F318. compliance.
o _ o 4.Findings will be reported monthly at | g /3/2011
-1 R18 had diagnoses which included contractures QI meeting for the next 3 months
of the joints of her hands and posture . _
abnormalities. - followed by quarterly for one year.
|'R16's record contained a therapy discharge' _
summary signed by the occupational therapist on -
1/3/11 that included the wearing of palm .
.| protectors on both hands. A rehabilitation
department/nursing communication form was
| also on the record with these recommendations
dated 1/3/11.
Observation of the resident during the day shift
hours from 7/25 through 7/29/11 noted the
resident not to be wearing a palm protector.
‘Review of the care plan, restorative book and a
-1 CNA (Certified Nursing Assistant) information
sheet revealed that there was no information
| indicating the use of a palm protector. =~
An interview on 7/28/11 at 12:51 PM with E4 (
Registered Nurse Assessment Coordinator)
revealed there was no care plan for contractures
and no documentation of the use of paim
protector splints.
An inferview on 7/29/11 at 1:05 PM with E2 (
~ Facility ID: DE001§5 R i If continuation sheet Page: 4 of 25
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Interim Director of Nursing) confirmed that there
was no care plan for the contractures and the use
of palm protector splints:

2. Cross refer F314.

Review of the admission Minimum Data Set (
MDS) assessment dated 4/25/11 revealed that R
50 had three, Stage | pressure ulcers (PU) and
was assessed at risk of developing a PU.

Review of R50's care plans revealed an "Interim
Pian of Care" implemented on 4/18/11 for "

| Potential/Actual skin breakdown due to impaired

mobility", however, there was not an actual care

1:plan for the three, Stage 1 PU as noted onthe -

above MDS assessment.

~.i:Nurse's Note dated 4/30/11 timed 2 PM
1 documented "pressure area (1.3 X 0.8) found by

CNA (certified nursing assistant) on right heel. 2n

11 (barrier cream) applied and heels were floated.”

Subsequent to this new PU, an order was
obtained on 4/30/11 to "Apply 2n1 to bilateral
heels every shift, float heels (elevate heel to
relieve pressure o the heels), and measure and
record every 5 days."

- | Although R50 had acquired another hew PU of

the right heel, the facility failed to implement an
actual care plan to include the above
interventions.

An interview with E4 (MDS Coordinator} on 7/29/
11 at approximately 11:30 AM confirmed that
there were no care plans for the three new PUs
identified on 4/24/11 or the right heel PU
identified on 4/30/11.
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| with diagnoses including non-syncopal fall,

. |-for use, monitoring needs, side effects and non-

| Interview with E2 on 7/29/11 at 9 AM revealed

Continued From page 5

3. R71 was admitted to the facility on 5/28/11

weakness, glaucoma, depression, dementia,
osteoarthritis, mild anxiety, and advanced age.

Review.of the July 2011 Physician's Order
Record documented that R71 was ordered Ativan
(medication to treat anxiety) 0.5 mg. (milligram)
by mouth twice a day for anxiety.

Record review lacked evidence of a
comprehensive care plan for the use of a
psychoactive medication including it's indication

pharmacological interventions personalized to
meet the resident needs.

that-there was no care plan for anxiety.

4. R35 was diagnosed with rheumatoid arthritis.
Review of a physical therapy evaluation
completed for R35 dated 3/4/11 revealed the staff
were required to do upper extremity range of
motion except for R35's hand and fingers due to "
ulnarly deviated" (sic). '

Review of R35's physician orders revealed an
order dated 6/23/11 to "apply hard splints with
finger separations to both hands after evening
bath. Resident to wear bilateral hand splints all
night."

Review of R35's care plans on 7/28/11 at 1:14PM
with E5S (Licensed Practical Nurse) revealed that
the facility failed to develop a care plan
concerning R35's contractures, order for hard

F 279
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Continued From page 6

hand splints and physical therapy's instructions
for R35's range of motion including the exception
of her hands and fingers.

The care plans for R35 were also reviewed with E
4 {Registered Nurse Assessment Coordinator) on

' 728111 at 1:30 PM who immediately developed a
| care plan addressing R35's contractures,

physician orders and therapy's evaluation and

Tinstructions for range of motion.

483.20(k)(3)(ii) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

1 The services provided or arranged by the facility

must be provided by qualified persons in

;accordance with each resident's written plan of

care.

| This REQUIREMENT is not met as evidenced by

'| “Based on record review and interview it was

determined that the facility failed to ensure that
qualified persons provided the care in accordance
with the written plan of care for two (R50 and R32
) out of 25 sampled residents. When R50
acquired three new pressure ulcers on 4/24/11
and one new pressure ulcer (PU) on 4/30/11, the
facility failed to accurately and comprehensively

assess the pressure ulcers including the stage of |

the ulcer. The facility failed to ensure that R32,
who was assesséd at high nufritional risk was
provided the nutritional supplement as ordered.
Findings include:

1. Cross refer F314. _
R50 was readmitted to the facility on 4/18/11. On
4/24/11, record review revealed the presence of

three new pressure ulcers as documented on the

F282

F 279,

F282

1. Through record review and
interview with surveyors, Interim
Director of Nursing identified
that staff did not have an
understanding of and were not

- following " current  policy and
procedures in regards to caring
for residents with Non-impaired
Skin Integrity and Impaired Skin
Integrity. Through record review,
consultation with Registered
Dietician, resident’s son and the
physician, Interim Director of
Nursing identified that the Ensure
that was ordered for R32 should
have béen previously,
discontinued. Resident’s weight
-was stable and she voiced to staff]
and her son that she did not want]
to drink the Ensure. The order

7/26/2011
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"Weekly Wound Assessment" forms: _ : Education began immediately to
| - Two PUs noted of left buttock with appearance 1 nurses clarifving these issues.
‘of red with size of wound 0.5 cm (centimeter} and A 2 mf' 11 fé g Lo n
"1 cm. respectively. However, the facility failed to - ‘2. Education will be. given to ali
include the stage of the PU. -The next Lt nurses on  how - to
reassessment compiete_d a_lpprqximately three comprehensively assess pressure
weeks later on 5/13/11 indicated that bath of the ulcers including the staging of
PUs had healed &
s had healed. lcers:  h tely| 8/26/2013
- One PU of the coccyx was documented as ulcers; how  to  accurately
having a red appearance with 0.5 cm. the size of complete a Weekly Wound
the wound. However, the facility failed to include | Assessment Form; how and when
the stage of the PU. No further reassessment . . .
was documented on this form. to reassess a resident for impaired
skin integrity issues and how to
1-In addition, on 4/30/11, a new PU of the rightheel | accurately document when a
was docume'pted on the "Weekly Wound wound is healed. Facility policy
Assessment” with necrotic appearance - . od
| measuring 1.3 cm. in length and .8 cm. in width, ?'m‘.l Pm“ed‘_ﬂes on Non-_lmpalre:
. {-however, the documentation failed to include the Skin Integrity and Impaired Skin
| gtage of ﬂtﬂedPU'Sﬂgﬁﬁassz%ﬁr;‘entz vgg;ﬂ | Integrity will be reviewed with
ocumented on , , an . In . . .
addition, the documentation noted that the the staff. This education will be
wound healed on 6/19/11. Record review lacked completed by September 2, 2011.
evidence of a weekly assessment. Education will be given to all
nurses regarding the accurate
An interview with E2 (Interim DON) on 7/29/11 at e
approximately 11:45 AM revealed that during the entry of all supplements in to the
current survey, it was identified that the licensed ~ Millennium  Pharmacy — system
staff nurses were under the incorrect - and Care tracker for the certified
understanding that when a PU was identified, that tant d tatio
they do not need to stage the PU since the nursing assistant documentation.
staging was delegated to a previously contracted 3 RN member of Wound Care Team
wound specialist. E2 relayed that the facility was will present and provide weekly
no Ignger utilizing the wound specialist and that reports at the SWIF meeting. RN
the licensed nurses were expected to accurately Supervisor will do weekly audits of 9/3/2011
and comprehensively assess the wound including P Y
the stage of the wound minimally on a weekly all Weekly Wound Care forms for 3
basis per the facility's policy. months and quarterly thereafter for
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| A subsequent interview with E1 (Adminisirator)
‘on 8/2/11 at approximately 1 PM revealed that it .-

was her understanding that the facility was
following both of the policies and procedures ("
Non-=Impaired Skin Integrity" and "Skin Integrity-
Impaired™) and that the wound care team was
functioning. ..

2. Cross refer F325.

-1 Review of R32's July 2011 physician orders

included Ensure (nutritional supplement) once a

-day and ice cream at bedfime and cheese and

crackers at PM. The physician order sheet also
documented under plans of care " 9 AM Ensure

.drink daily please check med room family to
-| provide patient likes drink room temp."

Review of R32's care plan revealed there was a

care plan for her high nutritional risk as evidence |

by BMI (Body Mass Index} under 21 with
interventions that included Ensure daily and that
she enjoyed the Ensure at room temperature.

Review of R32's clinical record revealed there
was no documentation indicating R32 was

.| receiving Ensure as ordered by the physician and
care planned.

An observation made on 7/28/11 at 9:20 AM
revealed R32 did not have Ensure in her room or
on her tray.

On 7/28/11 at 9:25 AM interview with E5 (
Licensed Practical Nurse) revealed that she did
not know that R32 was to receive Ensure daily.
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F 282

‘or her designee will do a monthly

-from the chart immediately per
<. ‘MDorder. - ' .
4.Findings will be reported monthly

~once if the problem has been
- resolved. If there is evidence that

one year to ensure accuracy and
completion. Registered Dietitian

audit of all supplements ordered
for 90 days to ensure that they are
being given and recorded. In our
weekly SWIF meeting, all
supplements will be discussed and
if supplement is not deemed
necessary, it will be discontinued

at QI meeting for the next 3
months followed by quarterly
meetings for one year. Findings |
will be reported monthly x’s 3 at |
the QI meeting and a report will
be given at a quarterly meeting

9/3/2011

the problem still exists, the audit
will be extended for another
quarter. s
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ES5 continued to state that when a resident is o
ordered Ensure the CNA (Certified Nursing
Assistant) give it to them.
On 7/28/11 at 9:45 AM review of the CNA's "
Patient Care Plan" for R32 with E4 (Registered
Nurse Assessment Coordinator) revealed a lack
of documentation communicating to the CNA's
that' R32 was to receive Ensure daily.
Review of R32's order and care plan for Ensure
with E8 {(CNA) on 7/28/11 at 10;:30 AM revealed
| 'the CNAs were not aware of the Ensure order
because it was not documented on R32's Patient
‘| Care Plan-and it was not put in their computer as
a task to be done. _
F 314 | 483.25(c) TREATMENT/SVCS TO PREVENT/ F 314 f
$s=p | HEAL PRESSURE SORES
!
Based on the comprehensive assessment of a i
resident, the facility must ensure that a resident
who enters the facility without pressure sores F314
does not develop pressure sores unless the '
individual's cliniqal condition demc_mstrates_that 1.Through  record - review an
they were unavoidable; and a resident having _ . . S s Lo Inter;
pressure sores receives necessary treatment and- - Interview with surveyors, Interin, ,» e 5011
_services to promote healing, prevent infection and | - -~ Director. _Of Nursing identifie
prevent new sores from developing. e that staff did not have a
‘understanding of and were no
| This REQUIREMENT is not met as evidenced by following current policy and
; o procedures in regards to caring
E?Se'clj'ty?n recipr_d re_\.tliew, igtetrvie\_vs,datr;‘d tr?I\:iew for residents with Non-impaire.
of facility's policies, it was determined that the . . . e
facility failed to provide the necessary treatment Skin I_ntegrlty and I;Enpeured Ski
and services to one (R50) out of 25 sampled Integrity. ~ Education beg
residents who had pressure ulcers (PU). The immediately to all nurse
| facility failed to accurately assess R50's risk for clarifying these issues. '
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| the facility failed to accurately and

1'R50 was originally admitted to the facility on 4/8/
which resulted in a left hip fracture.
|-and gastroesophageal refiux disease. On 4/14/

111, R50 was admitted to the hospital for a left hip

-arthroplasty and on 4/18/11, R50 was readmitted
| to the facility.

| decision making, required extensive assistance of

the development of a new PU when R50
experienced a change in condition following a left
hip arthroplasty (hip replacement surgery). This
failure resulted in the lack of interventions being
implemented and R50 acquired two new PU of
the left:buitocks and one new PU of the coceyx
drea.on 4/24/11. |n addition, on 4/30/11, R50
acquired a new, unstageable left heel PU Lastly,

comprehensively assess R50's new PUs.
Findings inciude:

11 following a fall in the assisted living facility
In addition, R
50 had diaghoses including severe advanced
dementia, coronary artery disease, hypertension,

Review of the admission Minimum Data Set {
MDS) assessment dated 4/25/11 revealed that
the resident was severely impaired for daily

two persons for bed moehility/transfer and was
incontinent. In addition, R50 had three, stage |
PUs and was assessed at risk for developing a
PU.

R50Q's Physician Order Record dated 4/18/11
noted the following treatment orders:

- abductor wedge

- hip precaution

The "Interim Plan of Care" implemented on 4/18/
11 for "Potential/Actual skin breakdown due {0

3.RN member of Wound Care Team

comprehensively assess pressure
ulcers including the staging of
ulcers; how to  accurately
complete a Weekly Wound
Assessment form; how and when
to reassess a resident for impaired
skin integrity issues and how to
accurately document when 4
wound is healed. Facility policy
- and procedures on Non-impaired
Skin Integrity and Impaired Skin
Integrity will be reviewed with
the staff. This education will be
completed by September 2, 2011,
The Wound Care Team will
make rounds weekly to ensure
that all strategies which reduce
the development and progression
of pressure ulcers are in place
and -that all assessments of thg
wounds are accurate.

will present and provide weekly
reports at the SWIF meeting. RN
supervisor will do weekly audits
of all Weekly Wound Care forms
for 3 months and quarterly
thereafter for one year to ensurg
accuracy and completion.

. PREFIX' {EACH DEFICIENCY MUST BE PRECEDED BY FULL" PREFIX (EAGH CORRECTIVE ACTION SHOULD BE CROSS- | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | REFERENCED TO THE APPROFRIATE DEFICIENCY) DATE .
-2.Education will be given to all
F 314 | Continued From page 10 F 314 nurses on how 10

8/26/2011

9/2/2011
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impaired mobility noted the following approaches:
- turn and reposition every 2 hours
.+ -wash after every incontinence and apply barrier
- keep clean and dry ‘ . :
Review of the "Resident Status Information”, a
nursing assessment document dated 4/18/11 . :
indicated that R50 had a "pink" discoloration of _ :
" 4.Findings will be reported monthly 9/2/2011 .

the sacral area. Interview with E15 (staff nurse
who completed this document) on 7/28/11 at
approximately 2:30 PM revealed that she recalled
that the area was blanchable, thus, did not
-assess this as a PU. In addition, E15 relayed that
the licensed staff nurses currently are not staging

|-any PU.

| Review of the facility's policy titled "Non-Impaired

.Skin Integrity" indicated that the Braden Scale for -

- | predicting pressure sore risk will be completed by -
the licensed nurse in order to idehtify residents at

risk of developing skin integrity upon admission
and readmission. In addition, the policy indicated
that "the wound care team will continuzally
evaluate existing strategies to reduce the
development and progression of pressure ulcers
and monitor the incidence and prevalance of
pressure ulcers."

0On 4/8/11, Braden Scale was completed and R50
was assessed as "low risk” for the development
of PU. Although R50 was readmitted to the
facility on 4/18/11 and had a change in condition
following the left hip arthiroplasty, record review
lacked evidence of a Braden Scale to reassess R
50's risk of developing a new PU; therefore,
failing to implement measures to prevent
development of a new PU.

at QI meeting for the next 3
months followed by quarterly
meetings for one year.
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F 314

- | On 4/24/11, three "Weekly Wound Assessment”
= 1PU sites:

-of “red" with size of wound 0.5 cm. (centimeter)

. |.completed approximately three weeks later on 5/
-13/11 indicated that both of the PUs had healed.

Mred' appearance with the 0.5 cm. size of wound,

Continued From page 12

An interview with E2 {Interim Director of Nursing/
DON) on 7/29/11 at approximately 11:40 AM
confirmed that the facility failed to complete the

Braden Scale upon R50's readmission on 4/18/11 | '

Nurse's Note (N.N.) dated 4/24/11 timed 12:30
PM documented "three reddened small areas
observed on coccyx and left buttocks." and this
was noted in the "...skin integrity book."

forms were initiated documenting the three new
- Two PUs noted of left buttock with appearance .

and 1 cm. respectively, however, failed to include
the stage of the PUs. The next reassessment

-One PU of the coccyx documented as having a

however, failed to include the stage of the PU.
No further reassessment was documented on this
form including when the PU healed.

Review of the facility's policy titled "Skin Integrity-
Impaired" indicated the following procedures are
to be initiated by the licensed nurse upon
identification of impaired skin integrity, regardless
of severity or degree:

a. Initial assessment of the wound using the "
Initial Wound Assessment" form.

d. Notification of the wound care team.

h. Weekly wound assessment completion and
evaluation of treatment interventions using the " .
Weekly Wound Assessment™ form.

Although R50 had three new PUs, the facility

F314

FORM CM8-2567(02-99) Previous Versions Obsolete © Event ID:MMSB11

Faciliey 1D: DEQD165 ~ . . If continuation sheet Page 13 of 25




R DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 08/05/2011
FORM APPROVED
OMB NO. 0938-0391 .

STATEMENT OF DEFICIENCIES (X1) ‘PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION [DENTIFICATION NUMBER:

085009

{(X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
: ) ’ COMPLETED
A. BUILDING

B. WING

08/01/2011

NAME OF PROVIDER CR SUPPLIER

METHODIST MANOR HOUSE

STREET ADDRESS, CITY, STATE, ZIP CODE
1001 MIDDLEFORD ROAD

SEAFORD, DE 19973

(X4 ID
- PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES )
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
- REGULATORY OR LSC IDENTIFYING INFORMATION)

ID 'PROVIDER'S PLAN OF CORRECTION (x5}
PREFIX (EACH CORRECTIVE ACTION SHOULD BE CROSS- | GOMPLETION
TAG. | . REFERENCED TO THE APPROPRIATE DEFICIENCY) DATE . .
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-weekly basis. In addition, record review lacked

| frequent incontinence of bowel and bladder

"CNA (certified nursing assistant} on right heel. 2n
‘Subsequent to this new PU, an order was

“heels every shift, float heels (elevate heel to

Continued From page 13

failed to have a system which ensured accurate
and comprehensive assessment of the PUs on a -

evidence of an actual skin impairment care plan.

An additional care plan for "potential for impaired |
skin integrity rit'(related to) impaired mobility and

implemented on 4/28/11 included goals that the
skin will remain free of breakdown and that

reddened areas will be promptly identified and tx (|
| treatment) initiated. Approaches included:

-Incontinence care after each episode

- Low Air loss mattress

- Apply barrier cream after each incontinence
episode

Subsequent N.N. dated 4/30/11 timed 2 PM
documented "pressure area (1.3 X 0.8) found by

1 (barrier cream) applied and heels were floated.”
obtained on 4/30/11 to "Apply 2n1 to bilateral

relieve pressure to the heels), and measure and
record every 5 days."

On 4/30/11, a new PU of the right heel was
documented on the "Weekly Wound Assessment
" with "necrotic” (dead tissue) appearance
measuring 1.3 cm. length and .8 cm. in width,
however, the documentation failed to include the
stage of the PU. An interview with E17 (staff
Licensed Practical Nurse who assessed the new |
PU} on 8/2/11 at approximately 3 PM revealed
that the "area was dark in color as if the area was
laying on a surface too long.”

Reassessments were documented on 5/13/11, 5/

. F314|
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E a wound care team consistently in place. E4

‘wounds, however, this was not the current

Continued From page 14

20/11, and 5/25/11 which continued to indicate
the presence of "necrotic” tissue and without
stage of the PU. The decument noted that the
PU healed on 6/19/11, however, the facility failed
to follow the physician's order to measure and
record every 5:days. Record review lacked
evidence of an-actual care plan for the new
unstageable PU of right heel.

An interview with E4 (MDS Coordinator) on 7/29/ |

11 at approximately 11:30 AM revealed that due
to the organizational changes, there has not been

relayed that in the past, E4 and the facility's
Nurse Practitioner {E16) would observe the

system. Lastly, E4 confirmed that there was not
an actual skin breakdown care plan for the three
new PU identified on 4/24/11 or the right heel PU
ldentlf ed on 4/30/11.

An interview with E2 on 7/29/11 at approximately
11:45 AM revealed that during the current survey,
it was identified that the licensed staff nurses
were under the incorrect understanding that when
a PU is identified, that they do not need to stage
the PU since the staging was delegated to a
previously contracted wound specialist E2
relayed that the facility is no longer utilizing the
wound specialist and that the licensed nurses are
expected to accurately and comprehensively
assess the wound including the stage of the
wound.

A subsequent interview with E1 (Administrator) =
on 8/2/11 at approximately 1 PM revealed thatit -
was her understanding that the facility was
following both of the above policies and

F 314
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F 314 | Continued From page 15 F 314 -
procedures ("Non-Impaired Skin Integrity” and " 1. Through record review and
“| Skin Integrity-lmpaired") and that the wound care interview with surveyors, Interim
C o |team WaS(functign'ng . Director of Nursing identified that |
F 318 483.25(e}(2) INCREASE/PREVENT DECREASE TF318| : for the reducti £
ss=p | IN RANGE OF MOTION. 7 splints used for the re uction o
. _ _ contractures were not- being - used
: Based on the comprehensive assessment of a .and properly documented. An _
resident, the facility must ensure that a resident assessment of all residents using |7/26/2011
with a limited range of motion receives eplints was immediately completed |
appropriate treatment and services o increase P . . y . p .
range of motion and/or to prevent further and a ist compiled. Restorative Aid
-decrease in range of motion. placed all splints in the Restorative
Nursing Book and entered all splints
. on the CNA (certified nursing
This REQUIREMENT is not met as evidenced by ‘assistant) data book. All care plans
: _ } have been updated to include sphnts
_Base'd on observaﬁon,_record rgwew, and : and contractures.
~{interview it was determined that for one (R16) out .
{-0f 25 sampled residents, the facility failed to e Educgtlon will be given to all
ensure a splint device was used for a resident "~ nurses, certified nursing assistants
with a contracture. Findings include: and the restorative aids concerning
R16 had diagnoses which included contractures the proper use of splints and |g/76/7011
of the joints in the hand and abnormal posture. documentation.
_ ' 3.Restorative Aid will do monthly |
R16's record contained atherap_y dlscharge_ audit of the presence of splints,
summary signed by the occupational therapist on . d th
1/3/11 that included the wearing of palm proper usc of splint and fthe
protectors in hands. The summary noted that the. appropriate documenta_tm_n.
resident takes them off muitiple times a day. Findings will be presented monthly
Resident was also very resistive to ROM (range . . .
of motion) to both hands. The recommendation - - m 'the l.lest‘oratlve Cflre - meeting. |\g/3/7011
was that R16 was to have ROM fo hands and the This audit will be ongoing.
use of palm protectors applied to both hands. A Findings will be reported monthly at
rehabilitation department!nursi_ng communication QI meeting for the next 3 months
form was also on the record with these 9/3/2011
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1 Observations of the resident during the day shift

hours from 7/25 through 7/29/11 noted the
resident to not be wearing a palm protector.

Review of the care plan, restorative book and a
CNA (Certified Nursing Assistant) care plan
information sheet revealed that there was no

* |information indicating the use of a palm protector.

An interview on 7/28/11 at 2:55 PM with E12 {
CNA) revealed that the resident had a palm

{‘protector in her room till about a month ago and

she does not know what happened to it. E12

stated she tried fo get her to keep her left hand

open when able but that the resident did not like
her right hand fussed with.

An interview on 7/29/11 at 12;34 PM with E11 {

staff nurse) revealed she had never seen splints
‘| 'in‘use for this resident. £E11 checked the

electronic record system and stated splints or
palm protectors were not listed on the treatiment
record.

An interview on 7/29/11 at 12:51 PM with E4 (
staff nurse) revealed that she was unable to find
any documentation of the use of splints in the .
former electronic charfing system. E4 further

| stated that the new computer charting system "

cannot chart splints and the documentation
should be in the CNA book. There wasno
documentation of the splints in the CNA books.

An interview on 7/29/11 at 1:05 PM with E2 (
Interim Director of Nursing) revealed no further
evidence of the use of the splint. A follow-up
interview at 1:23 PM with E2 revealed that the

_one year.
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splint had been lost for an undetermmed amount | - '
aof time and that no documeéntation was being
done on the use of the splint since it was initiated
i January.
F 325 | 483.25(i) MAINTAIN NUTRITION STATUS F 325
$8=D | UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,

-|-unless the resident's clinical condition
| demonstrates that this.is not possible; and
|-{2) Receives a therapeutic diet when there is a

nutritional prablem.

This REQUIREMENT is not met as evidenced by

Based on clinical record review, observation and
interview it was determined that the facility failed
to ensure one (R32) out of 25 sampled residents
received her therapeutic supplements as ordered
by the physician. Findings include: :
R32 was originally admitted to the facility in
August 2009. Review of R32's medical record
revealed she had diagnoses that included
degenerative disc disease, dementia with anxiety,
depression, electrolyte abnormality, hypertension,
hypothyroidism, irritable bowel syndrome,
osteoporosis, and renal failure.

Review of R32's 7/8/11 Minimum Data Set (MDS)
assessment revealed R32 required extensive
assistance with one person to assist with eating

F325

1. Through record
-consultation with . Registered|7/26/2011
Dietician, resident’s son and the
physician, Interim Director of]
Nursing identified that the Ensure
that was ordered for R32 should
have previously discontinued.
Resident’s weight was stable and
she voiced to staff and her son
that she did not want to drink

review,

- ensure.  The order was
immediately discontinued per]
MD order.

2.Education will be given to all
nurses regarding the accurate
entry of all supplements into the 8/26/2011
Millennium Pharmacy system
and Care fracker.
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: . 3.Registered Dietitian or her designee
F 325 | Continued From page 18 F 325 will do a monthly audit of all
and with her activities of datEy [lvmg R32 was : . Supplements ordered for 90 days

also assessed for impairment for range of motion

on both upper extremities. to ensure that they are being

given and recorded. In ourig/3/2011

Review of R32's weight data from 1/2011 through weekly SWIF  meeting, all

| 7/2011 revealed she had a BMI (BOdy Mass ' ’ .Supplements will be discussed
index) of 18 and her weight fluctuated between

103-106 pounds. S

and if supplement is not deemed
' necessary, it will be discontinued

Review of R32's July 2011 physician orders e 1 per MD order.
included orders for multivitamins, Remeron, . 4 Fmdmgs will be reported monthly|
calcium, Ensure once a day and ice cream at
‘bedtime and cheese and crackers at PM. The x’s 3 at the QI meeting and a
physician order sheet also documented under report will be given at a quarterly
-plans of care "9 AM Ensure drink daily please meeting once if the problem hasi9/3/2011
check med room family to provide patient likes ' been resolved. If there is

drink room temp." .
g evidence that problem still exist,

Review of R32's care plans revealed a care plan . L the audit will be extended for
for.her:high nutritional risk as evidenced by BMI e another quarter .
under 21 with interventions that included regular :
lactose milk diet, Ensure daily, ice cream twice a
day, honor food preferences within dief regimen
and that she enjoyed ensure at room temp.

Review of R32's clinical record revealed there
was no documentation indicating R32 was
receiving £nsure as ordered by the physician and
included in the care plan.

Review of R32's weight and BMI with E7 {
Registered Dietician) on 7/27/11 at approximately
2:10 PM revealed R32's weight had been around
100-106 pounds most of her life. When R32 was
admitted in August 2009, her BMI was 18. E7 '
continued tc state that she monitors R32's weight -
and R32 has a physician order for Ensure daily as
a supplement. Her family brings in the Ensure .
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F 371
S8=F

Continued From page 19

1 revealed R32 did not have Ensure in her room or

‘is-ordered Ensure the CNAs give it to them.

-with E4 (Registered Nurse Assessment
.Coordinator) revealed there was no Ensure in the:

.|.clinical record. lacked documentation thai the .

with (E4) revealed a lack of documentation

and R32 likes to drink it at room temperature. An
observation made on 7/28/11 at 9:20 AM

on her tray.

On 7/28/11 at 9:25 AM interview with E5 (
Licensed Practical Nurse) revealed that she did
not know that R32 was to receive Ensure daily.
ES5 continued fo state that R32's family does not
bring Ensure in-for R32. A search of R32's room
with E5 revealed there was no Ensure in her
room. E5 continued to state that when a resident

On 7/28/11 at 9:45 AM a search of the med room

medication room for R32. Review of the R32's

family was notified of a need for Ensure for R32..
Review of the CNA's "Patient Care Plan” for R32

communicating to the CNA's that R32 was to
receive Ensure daily.

483.35(i) FOOD PROCURE, STORE/PREPARE/
SERVE - SANITARY

The facility must -

{1) Procure food from sources approved or |
considered satisfactory by Federal, State or local -
authorities: and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT is not met as evidenced by

F 325

Fa71l

F371

1.Through observation it was noted
that waste water confaminated a
clean area. Education was given
to staff to put dirty dishes in the
drain and spray water down on to
dishes and not spray dirty dishes
on the stainless steel counter.

8/19/2011
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_ 2.A cover/shield was purchased and
‘F 371 | Continued From page 20 - F37M will be installed by 8/19/2011 to
prevent waste water from
‘Based on observations and interview in the | reflecting off stainless steel 9/3/2011
dietary area, it was determined that facility falled o counters :

to ensure that food was prepared and served o] . o .
| under sanitary conditions. Findings include: =~ |- . " 3.Opening and closing managers will

s be reSpons,lble for checking that
the Job Flows duties are done on

a datly,_bas;s. A daily audit will

1. During the initial tour of the ki'tchen‘, on 7/25/11
at 11:40 AM, it was noted that waste water from
the spray hose used to rinse dirty dishes and

ware was splashing up to fourteen feet away from be completed by managers for 90 9/3/2011
the work area. At this distance, clean ready-to- days and finding will be taken to
use cups, giasseg and bovyls, the food sgr\(ice the monthly QI meetings.
I-tray line, and the ice machine were all within the . . .
potential contamination zone. This observation 4. Food Service Director or designee
-| was repeated on 07/29/11 at 12:25 while tourmg ' ~ will report findings at the quarterly
with E13 (Food Service Director). [ QI meeting,
|.2. On 7/29/11 at 12:25 PM while touring with E13 : S o
, the internal temperature readings of the dish L 1.Through observation it was noted
{ machine were 154.8°F, 155.9°F, and 153°F. This ' that water temperatures were
was below the 160°F required for proper 1 th ired 180 d
sanitization. Interview with E13 on 8/01/11 below the req“;e degreeig 22011
indicated that the temperature of the water temperature o santtation.
entering the hot water booster for the machine _ Maintenance increased the water
had been increased immediately to allow it attain © temperature that comes into the
the proper temperature. boost the t tu
F 431  483.60(b), (d), (¢) DRUG RECORDS, LABEL/ F 431 booster  and i © 1 erperature
$S=E | STORE DRUGS & BIOLOGICALS | increased immediafely.
SRR - 2.Temperature gauges and booster
The facility must employ or obtain the servicesof | . - ‘ will be evaluated for accuracy|g/19/2011
a licensed pharmgc;st who esta_b_llshes a system 1 and x eplaced if ' needed by -
of records of receipt and disposition of all
- .| controlled drugs in sufficient detail to enable an : 8/19/2011
accurate reconciliation; and determines that drug 3.The Dish staff is responsible for
records are in order and that an account of all checking temperatures  three 8/19/2011
controlled drugs is maintained and periodically

reconciled. times a day. Ongoing temperature:

i ;
i |
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_ "Togs are kept and reviewed Dy '
F 431 | Continued From page 21 F 431 Food Services Director monthly. |9/3/2011
Drugs and biologicals used in the facility must be 4, Monthly audits are completed by
labeled in accordance with currently accepted Food Service Director and the
professional principles, and include the findines rted quarterly i
appropriate accessory and cautionary indings are reported quartetly in
instructions, and the expiration date when QI meeting.
applicable.
In accordance with State and Federal laws, the :
facility must store all drugs and biologicals in F43_1 L
locked compartments under proper temperature | 1. Expired medications and not dated
controls, and permit only authorized personnel to open bottles were found during
| have access to the keys. _ “survey. All medications were
The facility must provide separately locked, destroyed immediately and a
‘permanently affixed compartments for storage of thorough audit of all othen7/26/2011
controlled drugs listed in Schedule 1 of the medications was completed to
Comprehensive Drug Abuse Prevention and that ih ' ¢
Control Act of 1976 and other drugs subject to ensure that ihere weren't any
abuse, except when the facility uses single unit other expired medications in the
package drug distribution systems in which the carts and medication room.
| quantity stored is minimal and a missing dose can 9. Educatlon will be given to all
be readily detected.
nurses regarding the proper
disposition of all  expired8/26/2011
Thi ) _ medications and the requirement
: his REQUIREMENT is not met as evidenced by to date all open bottles and tubes
Based on observation it was determined that the of medication. Education will be
facility failed fo ensure medications were properly given on the length of time
stored and labeled. Findings include: certain  medications can be
Observation of the Station 1 and Station 2 opened before they must be
medication rooms and medication carts on 7/29/ destroyed. The education will be
11 at 2:30 PM revealed the following, completed by September 2, 2011.
1. Acetammophen 325 mg. {(miligram} 13 tablets 3. Weekly aUdlt_S WIH be Comple’fed
expired 7/18/11 in back up stock. 3 by the nursing staff on a rotating 9/3/2011
2. Loratadine 7 tablets expired 7/14/11 in back up |- . basis for three months. Findings
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F 431 Continued From page 22 COF431

stock.
3. Triamcinolone 0.1% cetaphil cream expired 5/ will be taken to the monthly QI
22/11.

4. Novolog 100 u (unitsy/ml (miliiliter) opened 6/29 o .
/11 expired in 28 days on label. Had been opened ; 4.Findings will be reported at the
31 days. ‘ quarterly meeting by the RN
B. Three bottles of Natural Balance eye drops superv1sor
with no open date.

6. Dorzolamide Hcl 2% eye drops with no open
date. _
7. Amoxicillin 500 mg., 4 capsules packaged 4/29
11 with expiration date of 6/13/11. E11 (staff T . : :
nurse) confirmed this medication was no longerin| - : . 9/3/2011
use. '
F 441 | 48365 INFECTION CONTROL, PREVENT - Fa41
55=E | SPREAD, LINENS

meeting by the RN supervisor.

The facility must establish and maintain an
Infection Control Program designed fo provide a
safe, sanitary and comforiable environment and
to help prevent the development and fransmission
of disease and infection.

(a) Infection Control Program

The facility must establish an Infection Control
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isclation,
should be applied to an individual resident; and
{3) Maintains a record of incidents and corrective
actions related to infections.

(b} Preventing Spread of Infection
(1) When the Infection Control Program F441
determines that a resident needs isolation o ' Linfection . Control RN  was

prevent the spread of infection, the facility must . R 7/26/2011
isolate the resident. L : L o - " interviewed :and made aware of
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infection.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions

from direct contact with residents or their food, if -
| direct contact will transmit the disease.

(3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice.

(c) Linens
Personnel must handie, store, process and
transport linens so as to prevent the spread of

| This REQUIREMENT fs not met as evidenced by |- -

Based on clinical record review, observation,
interview, and review of the facility's policy and
procedure it was determined that the facility failed
to follow their infection control policy for one (R35
) out of 25 sampled residents who had a
diagnosis of MRSA (Methicillin-Resistant
Staphylococcus Aureus-organisms that are
resistant to the aniibacterial action of methicillin...
these pathogens are resistant to all pencillins and
cephalosporins. Taber's Cyclopedic Medical
Dictionary Ed. 19) of her eyes. Findings include:

The facility's policy and procedure for "Residents
with documented infectious processes requiring
additional precautions” stated that Contact
Precautions will be instituted for any resident who
requires more extensive infection control
measures. It also stated under procedure: 4. A
sign such as "STOP AND SEE THE NURSE" will
alert visitors to see the nurse prior to entering a

F 441

" door.

NURSE” sign on the resident’s
Immediately - after the
~problem identified, a sign was

~ placed on the door.
2.All nurses will have Mandatory

Education on the facility
Infection Control Policies and
Procedures and staff will
demonstrate a working
knowledge and understanding of]
subject by taking a post in-
‘service test. :

3.Any new cases requiring isolation
~ will be aundited by Infection

Control RN on admission to

ensure compliance with our
policy and procedures. All staff,
including  Certified  Nursing
Assistants will complete a Silver
Chair education on Resident
Rights and Infection Control.
Monthly audit of
" residents on isolation will be
- .completed by Infection Control
RN to ensure  ongoing
compliance.

current

4.Findings will be reported monthly

at QI meetings followed by
Quarterly meetings for one year.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID ' )
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the deficient practice of not
'F 441 | Continued From page 23 having a “STOP AND SEE THE

8/26/2011

9/3/2011

9/3/20111
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resident's room.

R35 was a resident of the facility with diagnoses
that included MRSA of both eyes.

Review of the physician orders revealed on 5/24/
11 the physician wrote an order for "Contact
Isolation" for R35. Reviéw of the July 2011
physician order sheet for R35 revealed a
physician order that stated "...bilateral eye
infection contact precautions only."

‘On 7/25/11 at approximately 9:30 AM dufing the

initial tour-of the building R35's room was
observed. There were no sign on R35's door
alerting visitors to "Stop and see the nurse” prior
to entering the room.

On 7/29/11 at approximately 10:25 AM interview

with:E3 {RN/Infection Control) confirmed the
facility failed-te put a sign outside R35's room
alerting visitors to see the nurse before entering

the room as stated in their policy and procedures. .

METHODIST MANOR HOUSE
SEAFORD, DE 19973
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F 225 483.13(cH D)(iD)-(iiD), (c)(2) - (4) INVESTIGATE/REPORT ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have been found guilty of abusing, neglecting, or mistreating
residents by a court of law; or have had a finding entered into the State nurse aide registry concerning abuse,
neglect, mistreatment of residents or misappropriation of their property; and report any knowledge it has of
actions by a court of law against an employee, which would indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry or licensing authorities

The facility must ensure that all alleged violations involving mistreatment, neglect, or abuse, including
injuries of unknown source and misappropriation of resident property are reported immediately to the
administrator of the facility and to other officials in accordance with State law through established procedures
(including to the State survey and certification agency).

The facility must have evidence that all alleged violations are thoroughly investigated, and must prevent
further potential abuse while the investigation is in progress

The results of all investigations must be reported to the administrator or his designated representative and to
‘| other officials in accordance with State law (including to the State survey and certification agency) within 5
working days of the incident, and if the alleged vielation is verified appropriate corrective action must be
taken. '

‘| This REQUIREMENT is not met as evidenced by: .
Based on record review and interview, it was determined that, for one(R63) out of 25 sampled residents, the
facility failed to report an allegation of mistreatment to the State Agency, Division of Long Term Care
Residents Protection. Findings include:

An incident that occurred on 10/30/10, involving R63 who alleged that two certified nursing assistants put
him to bed contrary to the resident's wishes, was thoroughly investigated and brought to an appropriate
conclusion by facility management but was never reparted to the State Agency Interview with E1 (
Administrator) and E2 (Interim Director of Nursing) on 8/01/11 at 10 AM indicated that the incident had
been investigated, appropriate actions implemented, and the resident protected but was never reported to the
State Agency because E14 (previous Interim Director of Nursing) failed to send the paperwork to the State
Agency. Interview with R63 on 8/(+1/11 indicated that there was no problem with the incident as far as the
resident was concerned.

Any deficiency statement erding with an asterisk(*) denotes a deficiency which the institution may be excused from correcting providing it is determined that other safeguards provide sufficient
protection to the patients, (See instructions.) Except for nursing homes, the findings stated above are disclosabled0 days following the date of survey whether or not a plan of correction is provided
For nursing homes, the above findings and plans of correction are disclosablel4 days following the date these documents are made available to the facility If deficiencies are cited, an approved plan of

The above isolated deficiencies pose no actual harm io the residents
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SECTION

STATEMENT OF DEFICIENGIES
Specific Deficiencies

ADMIN!STRATOR’S PLAN FOR CORRECTION
OF DEFICIENCIES WITH ANTICIPATED
DATES TO BE CORRECTED

3201

3201.1.0

3201.1.2

The State Report incorﬁorates by
reference and also cites the findings
specified in the Federal Report.

An unannounced annual survey was
conducted at the facility from July 25, 2011
through August 1, 2011. The deficiencies
contained in this survey are based an
ohservations, inferviews, review of
rasidents' clinical records, and review of
other facility documentation as indicated.
The census on the first day of the survey

twenty-five (25) residents.

Skilled and Intermediate Care Nursing
| Facilities

Scope

Nursing facilities shall e subject to all
applicable local, state and federal code
vequirements. The provisions of 42 GFR
Ch. IV Part 483, Subpart B,
requirements for Long Term Care
Facilities, and any amendments or
modifications thereto, are hereby
adopted as the reguiatory regquirements
for skilled and intermediate care
nursing facilities in Delaware. Subpart
B of Part 483 is hereby referred to, and
made part of this Regulation, as if fully
set out herein. All applicable code
requirements of the State Fire
Prevention Commission are hereby
adopted and incorporated by reference.

Cross refer to the CMS 2567-L survey
report date completed 8/1/11, F225, F241,
F279, F282, F314, F318, F325b, F371,
F431, F441. '

was fifty (50) and Stage Il sample included |

- F225/483.13

- 1.Previous Imterim Director of

Nuxsing was responsible for not8/9/2011

reporting  incident to other
officials in accordance with State
Law. Plan in place to ensure that
deficient practice will not recur.
2.Charge Nurse will be notified
immediately of every allegation
of abuse.
notify nursing administration.
The charge nurse/RN supervisor
will ensure that it is faxed to the
Division of Long Term Care

2] : / /
/! .
Provider's Sighature Z{ W /é% MME

ey i, o G24/20y

Charge Nurse willg/9/2011




NAME OF FACILITY: Methodist Manor House

DHSS - DLTCRP

3 Mill Road, Suite 308

- DELAWARE HEALTH " Wilmington, Delaware 19806

-AND SOCIAL SERVICES (302') 577-6661

Division of Long Term Care S S : .
Residents Protection STATE SURVEY REPORT Page 2 of 3

DATE SURVEY COMPLETED: August1, 2011

SECTION

STATEMENT OF DEFICIENCIES
Specific Deficiencies

ADMINISTRATOR’S PLAN FOR CORRECTION
OF DEFICIENCIES WITH ANTICIPATED -
DATES TO BE CORRECTED

F225

Investigation/report
Allegations/individuals

| The facility must not employ individuals

who have been found guilty of abusing,
neglecting, or mistreating residents by
a court of law; or have had a finding
entered into the State nurse aide
registry concerning abuse, neglect,
mistreatment of residents or
misappropriation of their property; and
.| report any knowledge it has of actions

| by a court of law against an employee,
which would indicate unfitness for
service as a nurse aide or other facility
staff to the State nurse aide registry or
licensing authorities.

The facility must ensure that all alleged
violations involving mistreatment,
neglect, or abuse, including injuries of
unknown source and misappropriation
of resident property are reported -
immediately to the administrator of the
facility and to other officials in
accordance with State law through
established procedures {(including to
the State survey and certification
agency).

The facility must have evidence that all
alleged violations are thoroughly
investigated, and must prevent further
potential abuse while the investigation
is in progress. '

The results of all investigations must be
reported to the administrator or his
designated representative and to other
officials in accordance with State law

Resident Protection immediately.
ADON/DON will  investigate all
allegations and complete a 5-day
follow up report. All completed
reports will stay in ADON/DON

office.
3.Audit of all allegations of abuse
will be done monthly by

ADON/DON to
completion of reports.

4 Findings will be reported monthly
-~ at QI meetings followed by

- Quarterly meetings for ohe_ year. .

Cnsure

(including to the State survey and

8/26/2011

9/3/2011
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| certification agency) within 5 working

days of the incident, and if the alleged
violation is verified appropriate
corrective action must be taken.

This requirement is not met as
evidenced by:

Based on record review and interview, it
was determined that, for one (R63) out of
25 sampled residents, the facility failed to

| report an allegation of mistreatment to the

State Agency, Division of Long Term Care
Residents Protection. Findings include:

An incident that occurred on 10/30/10,
involving R63 who alleged that two
certified nursing assistants put him to bed
contrary to the resident's wishes, was

thoroughly investigated and brought to an

appropriate conclusion by facility
management but was never reported to
the State Agency. Interview with E1
(Administrator) and E2 (Interim Director of
Nursing) on 8/01/11 at 10 AM indicated
that the incident had been investigated,
appropriate actions implemented, and the

resident protected but was never reported -

to the State Agency because E14
(previous Interim Director of Nursing) failed
to send the paperwork to the State
Agency. Interview with R63 on 8/01/11
indicated that there was no problem with
the incident as far as the resident was
concerned.




